Aims: To synthesize research that investigated how residents and caregivers view spiritual care, come to understand the spiritual needs of people with dementia, and how caregivers provide care congruent with peoples' needs. Methods and study design: Meta-synthesis using Noblit and Hare's meta-ethnography. A synthesis of eight qualitative, empirical, primary studies that explored spiritual care in the context of dementia care was performed. Findings: Spiritual care for persons with dementia was described in the forms of (i) performing religious rituals that provides a sense of comfort and(ii) coming to know the person, which provides opportunities to understand a person's meaning and purpose, and (iii) attending to basic needs provides an opportunity to appreciate others' vulnerability and humanness. 
care is: ''Meeting people where they are and assisting them in connecting or re-connecting to things, practices, ideas and principles that are their core of their being -the breath of their lives, making connection between yourselves and that person'' (p. 154). Lunn's (2003) emphasis on connections is interesting in the context of people with dementia because reduced short-term memory creates a split in the residents' experiences of past and present, and the definition emphasises a key role for caregivers in assisting these residents.
Clarifying the aim
Few meta-syntheses have been published within the field of spiritual care (Hodge & Horvath, 2011; Hodge, Horvath, Larkin, & Curl, 2012; Rykkje, Eriksson, & Ra˚holm, 2011) , and none have discussed dementia care, which in turn can lead to uncertainty in practice for nurses (Sessanna, Finnell, & Jezewski, 2007) . An important question is how health care professionals can meet the spiritual needs of people with dementia, as the research mainly provides knowledge about spiritual care for cognitively healthy people. Thus, there is a need to expand the knowledge of spiritual care to people with dementia. The aim of the study was to synthesize research that investigated how residents and caregivers view spiritual care, come to understand the spiritual needs of people with dementia, and how caregivers provide care congruent with peoples' needs.
The term caregiver is used here to describe professional groups, including nurses (registered nurses, RNs), nursing assistants, licensed practical nurses (LPNs), therapists, physicians, priests and chaplains, as presented in Table 3 . The term ''resident'' is used throughout the article to describe people with dementia receiving care at home and in institutions.
Methods and study design
The meta-synthesis is inspired by Noblit and Hare's (1988) methods of meta-ethnography. The meta-synthesis is interpretative, the research question is iterative (Saini & Shlonsky, 2012) , and the research design includes various types of qualitative studies, e.g. phenomenological, grounded theory, and ethnographic Saini & Shlonsky 2012) . Noblit and Hare (1988) suggest seven phases for syntheses, with the phases overlapping to some extent. This article's structure is based on the phases that are described in Table 1 .
Deciding what is relevant to the initial interest (Phase 2)
Search strategy. In accordance with phase 1 (Noblit & Hare, 1988) , we defined the aim of the study. We conducted a literature search in March 2014 (phase 2). Initially, we wanted to study spiritual care from the perspectives of nurses who worked in nursing homes, but few studies were available. We expanded our search and included studies with the perspectives of health care professionals, family members, and residents. The databases used were Medline, Ovid Nursing, PsycINFO, and CINAHL. The relevant MeSH-terms in Medline, Ovid Nursing, and PsycINFO were as follows: spiritual care, nursing care, nurse's practice, holistic nursing, pastoral care, dementia, dementia nursing, spirituality, spiritual, spiritual needs, religion, and religious. The search terms in CINAHL were spiritual care in medicine, dementia, and nursing home. We used the terms and searched using different combinations of them. The procedure for the selection of articles was based on the flow diagram from the PRISMA Group and is described in the following section.
The literature search led to the discovery of 395 articles. We also searched key journals (e.g. Dementia and the Journal of Religion, Spirituality & Aging). The following free text keywords were used: religiousness OR beliefs OR pastoral care AND spiritual care AND dementia care. The search resulted in the inclusion of 11 additional relevant articles.
Inclusion and exclusion criteria. A new assessment of the remaining articles (n ¼ 406) was conducted by the first author (LSØ). Further selection of the articles was conducted on the basis of the abstracts, headings, and subject matter in accordance with the inclusion criteria, as well as an assessment of the thematic relevance. The general inclusion criteria were that studies had to be primary, empirical, qualitative, peer-reviewed primary studies that were published between January 2004 and March 2014. They were also required to be written in English, available with abstracts and based on the perspectives of health care professionals and residents. Studies with outcomes such as quality of life, acute care, dialysis, loneliness, stroke, pain, restraints, and depression (n ¼ 289) were excluded. All articles with a theoretical or quantitative design were excluded, as were book reviews and dissertations (n ¼ 44). Studies in languages other than English (n ¼ 26) were also excluded, as were any duplicates (n ¼ 9).
A new assessment of the remaining articles (n ¼ 38) was conducted by the first (LSØ) and last authors (KK). The emphasis was placed on empirical studies with qualitative designs, including phenomenological-hermeneutical, ethnographic, grounded theory, and case study designs. Furthermore, 23 studies were excluded because they were not specifically about spiritual needs and spiritual care in dementia nursing. One of the studies was unobtainable and was therefore excluded. Fourteen studies were then assessed for eligibility. We further excluded four studies due to divergent subject matter or/and irrelevance, as shown in Table 2 , ''Article search flowchart''.
Quality appraisal. Two of the authors (the first and last authors) used the checklist by Malterud (2001) to guide the quality appraisal of the remaining articles (n ¼ 10). The checklist ensured a thorough review of each article's purpose, reflexivity, method, design, sample, theoretical framework, methodology, analysis, findings, discussion, and conclusion. All of the selected studies had acceptable methodological qualities, except for two studies that were excluded based on the checklist. Eight studies were finally included in the qualitative synthesis (Beuscher & Grando, 2009; Bursell & Mayers, 2010; Carr et al., 2011; Dalby, Sperlinger, & Boddington, 2012; Gijsberts, van der Steen, MacKinlay & Trevitt, 2010; Muller, Hertogh, & Deliens, 2013; Sullivan & Beard, 2014; Welsh, Moore, & Getzlaf, 2012) .
Characteristics of the studies included. The studies included were primary studies conducted between 2009 and 2014, outlined in Table 3 . The studies were conducted in dementia care services/units, long-term care facilities, nursing homes, home care settings, and hospitals. The methods used included interviews, observations, and reminiscence groups. The studies that we finally included in the meta-synthesis had a mix of informants. In four of the studies, the participants were residents/patients (n ¼ 147), (Beuscher & Grando, 2009; Dalby et al., 2012; MacKinlay & Trevitt, 2010; Welsh et al., 2012) . In the other four studies, there was a mix of participants, such as health care professionals (n ¼ 30) and patients/residents (n ¼ 39) and their family members (n ¼ 49) (Bursell & Mayers, 2010; Carr et al., 2011; Gijsberts et al., 2013; Sullivan & Beard, 2014) .
Methodological considerations
Trustworthiness in qualitative research parallels the standards for validity and reliability in quantitative research (Denzin & Lincoln, 2011; Streubert & Carpenter, 2011) . The assessments of trustworthiness in meta-synthesis are based on the researchers comprehensive description in the synthesis which reflects the findings in the included studies (Sandelowski, 2008) . The findings in this meta-synthesis are based on primary qualitative empirical studies that were conducted in certain contexts. Sandelowski (2006 Sandelowski ( , 2008 refers to several challenges regarding the integration of qualitative research. These challenges include the studies' different philosophical assumptions, epistemologies and ontologies, and because the findings are context bound, it might be difficult to synthesize them (Sandelowski, 2006 (Sandelowski, , 2008 . We chose to be transparent and open with the analysis process by explaining the steps in detail as a way to strengthen both the trustworthiness and credibility of the synthesis.
Though the transferability from one context to another implies limitations, the findings may easily be recognized in different contexts of dementia care. The dependability rests on the methodological differences and the changes in methodological variations over time. We have chosen studies from a short time period (2009) (2010) (2011) (2012) (2013) (2014) ) not only to avoid effects from discrepancies and changes in the studies' methodological qualities but also to obtain the latest knowledge available because the knowledge base within this field expands quickly. Confirmability was maintained by using Noblit and Hare's (1988) design for metaethnographical syntheses. We systematically worked through the phases in the synthesis and documented the different stages during the process. Authenticity is demonstrated by showing the fairness and strength of the interpretation and the impact on the participants using citations in the presentation of the first-level of the synthesis (Campbell et al., 2011; Streubert & Carpenter, 2011) .
Analysis

First-level analysis: Reading the studies (phase 3)
We considered the results section of the primary studies as the outcome of a first-level analysis (Dahl, Fylkesnes, Sorlie, & Malterud, 2013) . We formulated the following Second-level analysis: Determining the relationships between the studies (phase 4)
The second-level analysis that is described below constituted the first-level synthesis of the eight articles in the sample (Dahl et al., 2013) , which, in our study, was made by two of the authors (LSØ, KK). The first-level synthesis builds an interpretation from the original empirical studies by (i) identifying interpretations of the participants and the original researchers and (ii) developing a new understanding that goes beyond the individual primary studies (Campbell et al., 2011) . We read the findings and discussions in the articles closely. All of the articles were processed based on the article by Carr et al. (2011) , which was used as an index paper, and each subsequent paper that was brought into the synthesis was compared with it. We made a grid in which the references to each study were listed horizontally, and the interpretive metaphors, concepts, and themes outlined by the primary authors were listed vertically. The metaphors/concepts and/or themes in each article were compared with the metaphors, concepts and/or themes, and their interactions in the other articles Tranva˚g, Petersen, & Na˚den, 2013) . This allowed us to understand how the empirical studies were related (reciprocal) (phase 4) and how (and if) they differed from each other (reputational) (Noblit & Hare, 1988; Whittemore & Knafl, 2005) . The outcome of the second-level analysis is presented as three themes that can be viewed in Table 4 . Throughout the synthesis, we sought to be faithful to the original authors' meanings in the primary studies and to find the whole among a set of parts (line of arguments) (phase 5). The first-level synthesis is described by three main headings: (i) performing religious rituals with persons with dementia provides a sense of comfort, (ii) coming to know the person provides an opportunity to understand the person's meaning and purpose, and (iii) attending to basic needs provides an opportunity to appreciate another person's vulnerability and humanness.
Performing religious rituals that provides a sense of comfort
The first-level synthesis revealed that the caregivers described spiritual care as a way to enable the person with dementia to participate in religious practices. Religious practices were described as reading the bible, attending church, or meditating, which the caregivers believed helped the residents stay mentally intact (Bursell & Mayers, 2010; Carr et al., 2011; Sullivan & Beard, 2014) . Attending church services contributed to maintaining continuity and the experience of God's involvement in residents' lives (Carr et al., 2011; Dalby et al., 2012; Sullivan & Beard, 2014) . Several studies highlighted that facilitating the residents' prayers was seen as a way to help the person with dementia to express their faith (Dalby et al., 2012; Sullivan & Beard, 2014) . Residents claimed that continuity in their faith and religious practices was a source of strength that gave them optimism and an experience of having a greater purpose in life (MacKinlay & Trevitt, 2010) . Religious and spiritual frameworks provided benefits in the forms of resilience, peace, and serenity for the residents (Bursell & Mayers, 2010; Carr et al., 2011) . The residents said that trust in God helped them cope with the vulnerability of not being able to remember (Beuscher & Grando, 2009; MacKinlay & Trevitt, 2010; Sullivan & Beard, 2014) . Welsh et al. (2012) referred to the following residents narrative: So I come in, I take my prayer book out a couple of times a day. I read a chapter in the bible. I am a firm believer of that stuff . . . I think there is something after death and I think that even if you have something wrong with you, there is always something greater . . . I think something comes over you for a purpose . . . All I do is sit here and look out the window at the lights and how beautiful it is. And God has given me another day. (p. 189) The experiences of talking to God, viewing God as a friend and maintaining continuity in the relationship with God, Jesus, a divine force or another deity were emphasized in several of the included studies (Beuscher & Grando, 2009; Dalby et al., 2012; Sullivan & Beard, 2014; Welsh et al., 2012) . Religious identities were reported to provide hope, a sense of comfort and support in the lives of people with dementia, which are central to their feelings of safety (Dalby et al., 2012; Gijsberts et al., 2013) .
Coming to know a person provides an opportunity to understand their meaning and purpose
The first-level synthesis revealed that the caregivers emphasized the importance of promoting the residents' values in life. Important values mentioned were love, openness, gratitude, being understood and comforted, forgiving, and gaining wisdom (Dalby et al., 2012) . A requirement was that caregivers knew the residents' life stories and background so that they could affirm them and meet their needs (Carr et al., 2011) .
Spiritual care was intended to prevent the residents from feeling lonely and isolated. Caregivers achieved this through listening to the residents, spending time with them, and trying to preserve the persons' personality and integrity (Bursell & Mayers, 2010; Carr et al., 2011; Welsh et al., 2012) . It was seen as a way to strengthen the residents' senses of personhood, which contributed to feelings of hope for the future (Dalby et al., 2012) . Secure relationships lead to residents feeling connections in the moment with themselves and other people (Beuscher & Grando, 2009; MacKinlay & Trevitt, 2010) . The residents reported that such relationships promoted well being and the lessening of spiritual pain and emotional struggling (MacKinlay & Trevitt, 2010) .
The use of music to help residents on spiritual journeys was assessed. Residents said that they felt that music could help them release emotions that they otherwise would not express (MacKinlay & Trevitt, 2010) . The residents highlighted that music and singing hymns was a way to create a supportive and encouraging atmosphere that opened up memories in their lives (MacKinlay & Trevitt, 2010) .
Attending to basic needs provides an opportunity to appreciate the vulnerability and humanness of others
Through the first-level synthesis, we found that caregivers emphasized that engaging in familiar activities gave residents a sense of contribution and a way to support their needs for trust and safety (MacKinlay & Trevitt, 2010) . Several of the studies pointed to the importance of ''doing little things'' to help the residents cope with activities and experience good moments (Bursell & Mayers, 2010; Carr et al., 2011) . The activities described included painting the residents' nails, having a cup of tea, setting their hair, playing piano, smelling flowers, going for a walk, looking at the sunshine, and baking cakes. Other activities that could be spiritual included reminiscing while looking through photographs and telling stories that encouraged participation (Bursell & Mayers, 2010) or that were about experiences of spiritual coping (Beuscher & Grando, 2009) . Attending to basic needs may be interpreted as the caregivers embracing the residents' vulnerability and humanness. One concern raised by the caregivers was that the care was characterized as being informal. The caregivers reported that they felt uncertain about and lacked confidence in caring for the residents' spiritual needs (Gijsberts et al., 2013; Sullivan & Beard, 2014) . They felt that this uncertainty was a barrier and a hindrance to fully providing support for this part of the residents' lives (Bursell & Mayers, 2010) .
Second-level synthesis: Synthesize translations (phase 6)
The small number and coherence of the papers in this synthesis permitted the reciprocal translation of findings for all of the papers to be tabulated. These reciprocal translations were then subject to a process of re-ordering and re-analysis (phase 6) (Campbell et al, 2011; Noblit & Hare, 1988) . The second-level synthesis is based on the results of the first-level synthesis. At the end of the synthesis, we refer to an overall interpretation in line with the last point in Noblit and Hare's (1988) steps for conducting a meta-synthesis: ''Expressing the synthesis'' (Phase 7)
The first-level synthesis revealed that people with dementia needed to exercise their faiths (Beuscher & Grando, 2009; Carr et al., 2011; Dalby et al., 2012; Sullivan & Beard, 2014; Welsh et al., 2012) . Several studies in the current meta-synthesis argued for the importance of expressing faith, but few of the studies gave suggestions for how caregivers could accommodate the residents' expressions of religious faith in practice. MacKinlay and Trevitt's (2010) study showed that spiritual reminiscence was an appropriate way to maintain this side of the residents' religious lives. One question, however, is whether the desire to seek God is as strong for people with dementia as it is for cognitively healthy people.
The first-level synthesis revealed that people with dementia appreciated peace and maintaining contact with God/their deity (Dalby et al., 2012) . It is interesting to note that research emphasizes the need for contact with God in the lives of people with dementia (Sullivan & Beard, 2014) , but a large challenge is that many residents fail to take the initiative to maintain their relationship with God in the same way they did previously. Because the residents tend to forget how and why they seek God, it becomes the caregivers task to help the residents remember God again (MacKinlay, 2009). The firstlevel synthesis revealed that none of the studies that were included in the sample addressed nurses' reflections on if/how residents responded to their own behavior when the residents' life principles were not followed. Dementia can cause people to be uncritical in their behavior and to deviate from the values that had been important in their lives (Rokstad et al., 2013) . In research with cognitively healthy people, spiritual care is about helping people live in unity with important life values (Narayanasamy, 2004; Ross, 2006) . Furthermore, the first-level synthesis in the current study revealed that many residents are dependent on relationships with other people to feel valued (Bursell & Mayers, 2010; Welsh et al., 2012) . Many people with dementia gradually lose the experience of themselves during the development of the disease and need assistance to experience a connectedness to self (Cooney, Dowling, Gannon, Dempsey, & Murphy, 2014) . A study by Rykkje et al. (2011) found that ''love in connectedness'' was a core finding in descriptions of spirituality and that connectedness is about close relationships in which the expressions of love contribute to confirming ''the self ''. Several studies have emphasized humans' relationships with themselves and others when addressing spiritual needs and spiritual care (MacKinlay, 2009; Welsh et al., 2012) , as this meta-synthesis has also done. The current synthesis found that caregivers explained spiritual care in terms of helping residents to maintain connections to themselves and other people. A study by found that self-transcendence improved connections in relationships that were horizontally oriented and had an impact on the experience of well being. The need for connections with oneself and others is challenging for people with dementia because the disease often leads to isolation and social withdrawal (Cooney et al., 2014; Rokstad et al., 2013) . Nevertheless, connections unfold in a relational context (Reed, 2014) , and spiritual care in the form of strengthening the residents' connections to themselves and others seems to be a comprehensive description of spiritual care in dementia.
The first-level synthesis indicated that activities provided a sense of contribution and participation in the lives of people with dementia (Carr et al., 2011; Dalby et al., 2012; Welsh et al., 2012) . Cognitive declines often cause people with dementia to forget what had previously given them meaning in their lives (MacKinlay & Trevitt, 2010) . The studies included in this meta-synthesis demonstrated that residents' contributions in relevant activities, such as the use of music in different care situations, and participating in small activities, such as drinking tea, styling hair (Carr et al., 2011) , smelling flowers or going for a walk (Bursell & Mayers, 2010) , led to experiences of meaning. Descriptions of spiritual care that enhanced the residents' experiences of contribution and participation were linked to the residents' searches for meaning in life. Research has indicated that people inherently seek meaning (Pargament, Magyar-Russell, & Murray-Swank, 2005 ) and use various sources in their lives to create and experience meaning (Park, 2010) . The sources of meaning develop through a life cycle based on conscious and individual choices. Van de Geer and Leget (2012) refer to the experience of meaning in the definition of the concept of spirituality. Despite their cognitive impairments, the need for meaning in the lives of residents with dementia seems to be strong in the same way that it is for cognitively healthy people. Nevertheless, only a few of the included studies emphasized the importance of delving into the life stories of the residents to identify their spiritual and/or religious commitments and religious involvement in life (Carr et al., 2011) . This could provide essential information about residents' sources of meaningful experiences and could be a way to approach the core areas of the residents' lives (MacKinlay & Trevitt, 2010) . The first-level synthesis revealed that the search for meaning was important to people with dementia. Humans' searches for meaning are well documented in research addressing spiritual needs in both cognitively healthy people (Park, 2010) and people with dementia (Dwyer, Nordenfelt, & Ternestedt, 2008) . The second-level synthesis is presented in Table 5 .
Conclusions: Expressing the synthesis (phase 7)
This meta-synthesis has revealed that there are three core areas that describe caregivers and residents' perspectives of spiritual care. Spiritual care includes helping people with dementia to express their faith and assist them in their need for a relationship with a God/deity. Furthermore, spiritual care means helping residents re-establish a connection with themselves. The third point is to meet the residents' needs for meaning in life through recognizable and relevant activities, including those that might seem insignificant. The main understanding of spiritual care in dementia care seems to be care for religiosity and faith, connectedness, and meaning in life.
Limitations
The inclusion criteria may have resulted in some relevant articles being excluded from the study or not being captured in the literature search, such as articles on the topic of care at the end of life. We also excluded dissertations, book chapters, and gray literature, which might have enriched the synthesis. These restrictions may have resulted in data that are not as extensive as they could have been. Nevertheless, the findings are recognized in other research and are considered to be the core parts of spiritual care. A weakness of the study is the marginalized research published within this particular field.
Implications for research and practice
The findings in the current meta-synthesis describing spiritual care for people with dementia are much in line with those described for cognitively healthy people, which can be interpreted in two ways. The first perspective is that spirituality is unchangeable in humans' lives, even in cases of severe illness and disease. The other perspective could be that the research failed to reveal the specific experiences of spirituality and spiritual needs in the lives of people with dementia. Residents, family members, and caregivers in the current synthesis understood spiritual care primarily as religious care. There were few descriptions of different views on spirituality in the studies included in the meta-synthesis. For this reason, there were limited descriptions of different approaches to spiritual care in practice. According to Narayanasamy (2004) , spiritual needs are important to all people regardless of age or human conditions because they are a part of basic human nature. Humans spiritual needs like love, trust, hope, meaning, and connection are not necessarily bound to a certain religion. In that way, such needs are fundamental and might be recognizable in peoples' lives independent of cultural background and religious conviction.
A broader discussion of the nature of spirituality and religiosity is necessary to develop spiritual care for this group of residents. Here, more research is needed.
Family members, friends, or close relatives are important people in the resident's lives. This study shows that different people in the residents' social network may complement each other in meeting residents' spiritual needs.
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